INTRODUCTION
A small subset of patients with lumbar myeloradiculopathy may also have superimposed cervical or thoracic disease. [1, 4] Here, we present a patient originally diagnosed with severe L3-5 lumbar spondylosis/stenosis who underwent surgical decompression, only to find that his symptoms failed to resolve due to the superimposed thoracic myelopathy. is report emphasizes the need to carefully screen the cephalad neuraxis (e.g., cervical and thoracic spine) when patients present with symptoms/signs atypical for lumbar disease alone.
CASE REPORT

History, examination, and surgical intervention
A 72-year-old male (height 5 Figure 1a -d].
Postsurgical course
Two weeks postoperatively, he continued to experience numbness and weakness of both lower extremities and continued sphincter incontinence. e postoperative lumbar MRI with and without gadolinium showed typical postsurgical changes from L3-S1. Five months later, he still had a residual motor deficit (4/5), diffuse bilateral hyperreflexia/bilateral Babinski responses, decreased pinprick/light touch in both lower extremities (no specific level), and decreased vibratory sensation over the ankles and knees bilaterally.
Lumbar MRI and subsequent thoracic MRI showing synovial cyst
The clinical picture was that of an upper motor neuron disorder. The thoracic MRI with and without gadolinium contrast demonstrated severe spinal canal stenosis/ foraminal stenosis due to a synovial cyst at the T11-12 level with adjacent focal hyperintense T2/STIR signal representing cord demyelination/edema [ Figure  2a and b]. The patient underwent a T11-12 thoracic laminectomy with medial facetectomies bilaterally for resection of a synovial cyst. Within 1 month of surgery, the patient's symptoms had improved.
DISCUSSION
Although thoracic myelopathy may be misdiagnosed/ confused with lumbar stenosis/myeloradiculopathy, only the former can result in hyperreflexia/spasticity. [2, 5] Hilton et al., in their study of 43 patients with degenerative cervical myelopathy who underwent a total of 1123 cervical MRI scans, showed significant differences between clinicians' interpretations of thoracic versus lumbar findings. [3] Here, the patient had both thoracic and lumbar stenosis, but the thoracic pathology was missed. A more complete preoperative neurological examination, more likely than not, would have revealed bilateral patellar and Achilles hyperreflexia plus bilateral Babinski signs and would thus have triggered obtaining preoperative cervical and thoracic MRI scans. In this case, the patient's myelopathic symptoms persisted following the L3-5 laminectomy and only partially resolved once the patient underwent the T11-12 thoracic laminectomy with medial facetectomies bilaterally for decompression of the stenosis/excision of the synovial cyst. 
CONCLUSION
Spinal surgeons should have a high index of suspicion for coexisting thoracic or cervical disease when the neurological examination shows myelopathy superimposed on lumbar myeloradiculopathy.
